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| BACKG ROU N D
Observational studies of influenza vaccine effectiveness (VE) are conducted annually in North America, Europe, and Australia.
Accurate information on influenza vaccination status is important to minimize exposure misclassification and bias. These studies often rely on a combination of self-report and information obtained from medical records to determine vaccination status. In the United States, influenza vaccines are readily available outside the healthcare system, and self-report may be the only practical method to ascertain vaccination status in some research settings. This is especially true for ascertainment of vaccines received in prior seasons.
Vaccine effectiveness may be reduced in persons who are repeatedly vaccinated, and recent VE studies have assessed this by collecting information on prior season vaccination. Self-report of influenza vaccination is generally accurate for the current season, but the accuracy of self-report for vaccination in prior seasons is largely unknown. 1 Self-report may be particularly susceptible to recall bias for more distant seasons and for individuals with sporadic vaccination patterns. We evaluated the accuracy of self-reported influenza vaccination in the current season and the prior season among patients with medically attended acute respiratory illness who were enrolled in a study of influenza vaccine effectiveness during the 2014-15
season.
| ME THODS
This study was conducted within an influenza vaccine effectiveness study in the 2014-15 northern hemisphere influenza season. 
| RE SULTS
The analysis included 1841 patients with acute respiratory illness who were enrolled in the 2014-15 vaccine effectiveness study; 1683 (91%) were non-Hispanic white, 89 (5%) were Hispanic, 1025 (56%) were female, and 994 (54%) were aged <18 years. Nine hundred Table 2) .
The sensitivity of self-report for prior season vaccine receipt was 96.6% overall. It was lowest (93.2%) in children 6-59 months old and highest (98.7%) in adults ≥65 years old. Specificity was 88.2% overall, highest (92.4%) in adults 50-64 years of age, and lowest (86.6%) in children 5-17 years old.
| D ISCUSS I ON
This study confirms previous, published reports indicating that selfreport of influenza vaccination in the current season can provide a valid measure of vaccine exposure when medical records or registry data are not available. 1, 3, 4 To our knowledge, this is the first study to assess the accuracy of self-reported influenza vaccination in the prior season. We observed a higher level of misclassification for self-reported vaccination in the prior season, although the percent agreement was above 90% for all age groups. The sensitivity of selfreported vaccination in the prior season was also greater than 90% in all age groups. The specificity of self-report (ie, 100 × self-reported unvaccinated/all unvaccinated) was substantially lower for the prior season (88.2%) compared to the current season (97.0%). These find- the current season, the percent agreement for the same age group was among the highest, with no one incorrectly reported as unvaccinated and only 2% incorrectly reported as vaccinated without substantiation. This age group had the lowest influenza vaccination coverage in the United States in both 2013-14 and 2014-15 and was the last age group recommended for annual influenza vaccination. 5, 6 This population is also likely to have sporadic vaccination patterns making recall of prior season vaccination more subject to error.
Adults aged 50 years and over had the highest agreement in both the current and prior season. These findings are concordant with studies showing high reliability of and high sensitivities for self-report of influenza vaccinations in older adults. 4, 7 Older adults were among the first groups recommended for annual vaccination and often have more frequent contact with the healthcare system so may have more consistent annual vaccination which facilitates recall.
In both seasons, the number of vaccinated individuals denying vaccination was less than those reporting vaccination without documentation. There was no observable pattern of late-season enrollments coupled with early season vaccination which might suggest recall bias within a season, but this misclassification did occur more for prior season vaccination than current season.
A limitation of this study is the lack of racial/ethnic diversity.
Results may not be generalizable to more diverse urban populations. We were also unable to obtain responses from all vaccination providers, particularly companies hired by employers to implement workplace vaccination campaigns, which led to exclusions from the analyses.
In conclusion, this study demonstrates a greater potential for exposure misclassification when prior season vaccinations are ascertained by self-report. The impact of this exposure misclassification on vaccine effectiveness estimates requires further assessment.
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